A biopsy of the thigh tumour, 26.8.30 , revealed under the microscope the following structure:
Complete disorganization of epidermis which contains many large vacuolated cells and several parakeratotic pearls. Epithelial down-growths are not sharply defined and seem to fill blood-vessels and lymph spaces. Many of them contain a large number of vacuolated cells of the same type as are seen in the early non-neoplastic lesion. There is a dense inflammatory reaction composed of small lymphocytes and plasma cells.
The Bowen patches on the breast, neck, etc., were rapidly cured by X-rays and have not so far recurred. As regards the epithelioma, the condition was improved greatly by X-rays, but an indolent ulcer resulted and would not heal. The area was therefore electro-coagulated by diathermy, 22.8.31, the wound healing soundly. The present lesion on the right thigh has been treated with carbon dioxide snow, but with little effect.
Comment.-Clinically the rather hard, dark scabs and slight secretion differentiate the Bowen patches from psoriasis. This association is interesting in view of the number of cases described by Sir E. Graham Little and Dr. Gray, in which benign erythematoid epithelioma was associated with psoriasis. The histology of my case differentiates it sharply from benign erythematoid epithelioma. The fact that the earliest vacuolated cells seem to form in the superficial layer of the rete, considered in conjunction with the prickle-celled epithelioma, is rather at variance with Kreibich's view that the Bowen cells are derived by anaplasia from the basal cells.
Treatment.-Bowen and Darier found radiotherapy uncertain. In this case X-rays have been very effective for the non-cancerous lesions, whilst carbon dioxide snow, recommended by Bowen, has failed.
Discu88ion.-Dr. J. H. T. DAVIES said he thought that it was incorrect to call this an example of Bowen's disease, since the lesions originally described by Bowen consisted of crusted warty papules, of circinate arrangement, which left scars, giving an appearance like that in chronic tuberculosis verrucosa. The lesion on the thigh in the present case had a rolled edge. He thought it was benign erythematoid basal-celled epithelioma of the Graham-Little type, and that view was confirmed by the section. There were masses of new epithelium growing within the Malpighian layer, and the cells were of the deeply-stained type characteristic of intra-epithelial basal-celled growth. There was some dyskeratosis, but this was unlike any seen in genuine Bowen's disease.
Dr. GOLDSMITH, in reply, said he did not agree that there was a rolled edge. He could not see a trace of one in this or any of the earlier lesions. The histology of this case was, he contended, absolutely characteristic of Bowen's disease as interpreted by Darier, Jessner and others, i.e., there was disorganization of the whole depth of the epidermis, great inequality of the size of the cells, and conspicuous vacuolation and clumping of the nuclei, without retraction from cell-network. The basal cells seemed to him to be relatively less affected. (I) The first patient, G.B,, aged 51, has, since the age of 12, suffered from psoriasis, confined almost entirely to the elbows and knees. She has never been quite free, though at times the condition has almost cleared. About ten or twelve years ago she began to have " rheumatism " in her joints. This began with swelling and pain in the small joints of one hand; then the other hand was affected and, one by one, the wrists, ankles, knees and shoulders became involved. Eighteen months ago the skin lesions became more active and began to spread more widely over the arms, legs and trunk. At the same time lesions appeared on the soles of the feet and on and between the toes, which " looked different " from the original psoriasis. With the onset of this eruption the pain and swelling in the joints became slightly less.
Except for a history of ? slight tonsillitis two years ago, patient has otherwise been healthy. The menopause occurred two years ago. There is no family history of rheumatism or skin disease.
When seen in October, 1931, she presented the typical picture of rheumatoid arthritis, the fusiform swellings of the small joints of the hands with ulnar deviation of the fingers, swelling of the wrists, knees and ankles, with marked limitation of movements. Small patches of chronic psoriasis were present on the arms and back and legs. The nails of the hands were pitted, furrowed and deformed. The soles of the feet were symmetrically affected with an erythematous scaling eruption in which pustular patches were present. This eruption covered the soles and extended on to the sides and heels. The clefts of the toes were macerated and deeply fissured. The whole appearance of the feet suggested a mycotic infection. Microscopical examination of scrapings was however negative.
Physical examination revealed numerous extrasystoles, but no other cardiac lesion.
X-ray report.-No lipping. No changes in bone structure. No irregularity of articular surfaces.
Under internal and local treatment the skin condition has improved considerably, and the arthritis has diminished, but both are still active.
(II) The second patient, A. C., aged 62, consulted me in February, 1931, on account of the condition of her hands and feet. There is no clear history of psoriasis in this case, but the statement that she has always suffered from a " dry skin " is suggestive. In November, 1929, she had an attack of rheumatic fever. During convalescence a slight eruption of psoriasis developed on the hands; later this affected the feet, elbows and knees, and gradually became more acute on the hands and feet.
At the age of 16 she had a first attack of rheumatic fever and has suffered from rheumatism at intervals since that date. Her mother and her maternal grandfather suffered from " rheumatism in their joints."
The condition of this patient has improved noticeably under treatment.
At the first consultation the hands qnd feet were symmetrically affected with an erythematous scaling eruption and numerous superficial ulcerated lesions pinhead size. The parts chiefly affected were the palms and the tips and sides of the fingers. On the feet a similar eruption was present, extending on the right foot to the heelthe tips and sides of the toes were markedly involved-and painful fissuring of palms and toes was a constant feature. On the right knee was an erythematous scaling plaque of psoriasis and small typical psoriasis lebions were present also on the left knee -and the elbows. At present the acute condition of the hands and feet is much relieved, but the scaling and fissuring still continue, though to a much lesser extent.
X-ray report-Slight arthritic changes visible in the terminal phalangeal joints of the right hand. Otherwise negative.
Commezzt.-The diagnosis of pustular psoriasis in these two cases has been based on the grounds which Dr. Barber defined in the discussion on "Acrodermatitis Perstans and Pustular Psoriasis" at the 1930 (Annual) Meeting of the British Association of Dermatology and Syphilis, viz., the clinical character of the eruption, the site of election on the palms and soles, the development of the pustular lesions on the scaling erythematous areas, the association with lesions of psoriasis elsewhere on the body, and the negative results of the examination of scrapings.
With regard to the arthritis which is so prominent a feature of both cases, the clinical outlines of the cases do not fit with exactitude into the picture of psoriasis arthropathica drawn by Garrod and Evans.' The perplexing question forces itself whether the arthritis and the psoriasis are due to a common cause, or whether the first case is a case of chronic psoriasis in which an exacerbation of the condition has occurred at the menopause, as is often observed, and this has been further complicated by rheumatoid arthritis. Both these patients themselves believe there is some association between their skin lesions and their joint affections, and both have remarked independently that the pain and stiffness in their joints varies with the condition of their skin.
In the second case there is a clear history of rheumatic infection since girlhood.
At a recent meeting of this Section Dr. W. J. O'Donovan spoke of the frequency of a familial association of psoriasis and rheumatism, using the term " rheumatism " to embrace all its varied clinical manifestations.
If we accept the view that rheumatism is a manifestation of streptococcal infection, the question naturally arises whether the psoriasis lesions in rheumatic patients are evoked by the same cause. Experimentally, Clawson 2 has demonstrated that the result of injecting streptococci subcutaneously is the production of nodules which are morphologically similar to the nodules found in the subcutaneous tissues in cases of acute rheumatic fever. A comparison of the histological characteristics of such nodules and the psoriasis lesion shows an extraordinary number of points of similarity. In both there is (1) at first an exudative reaction-cedemacongestion of vessels. This is followed by a leucocytic infiltration, chiefly mononuclear in the early stages, later polymorphonuclear. (2) A proliferative reaction, varying in type with the type of the cell tissue in which it takes place. In the case of the rheumatic nodule, connective-tissue and reticulo-endothelial cells proliferate. In the case of psoriasis, the cells of the rete Malpighii. (3) In both the reaction may pass on to the formation of abscesses. These abscesses may be abortive or, under certain conditions, may become definite. In psoriasis we are ignorant of the causes which lead to the definite formation of abscesses-we only know that, when clinically pustular lesions are demonstrable, the histological picture shows a more extensive leucocytic exudation. In the case of the experimental rheumatic nodule, Clawson has shown that abscesses occur in the normal or immune animal when larger doses are given.
In the hypersensitive animal, however, a different set of conditions exists. Doses which in normal or immune animals have no noticeable effect or produce only very small, firm polyblastic nodules will, in the sensitized animal, stimulate the production of definite nodules, many of which are extreme enough to be definite abscesses. This finding would seem to be of special practical interest to the dermatologist in the elucidation of the problem of psoriasis and its association with arthritis and rheumatism.
The existence of a quantitative relationship between allergy and the polyblastic type of reaction which occurs in psoriasis and in rheumatism and experimental streptococcal lesions would help to explain the pathogenesis of the lesions in many cases of psoriasis and rheumatism. It would explain the recorded cases of recurrent attacks of psoriasis and arthritis, and would afford an explanation of the many and varied causes which appear to influence the onset of an eruption of psoriasis, e.g., trauma, disturbances of the sympathetic nervous system, exhaustive conditions, pregnancy, parturition, lactation, the menopause. It would explain in these two cases which I present the association of the more acute types of psoriasis lesion with, in the one case, rheumatoid arthritis, which in the last year has been shown to be due to a strestococcal infection, and in the other case, an old rheumatic history. An otherwise perfectly healthy and normal boy, 3 years and 9 months of age, has a tuft of fair silky hair, of the same texture as that on his scalp, growing to a length of 9 in. from a lozenge-shaped area in the small of the back. The skin from which this tuft is growing appears quite normal, and is not different in colour from the surrounding areas. A radiogram shows definite evidence of spina bifida, affecting the last dorsal and first lumbar vertebra,. The question is whether it is justifiable to risk the atrophy and lelangiectases, which must almost inevitably ensue, by attempting to epilate the area permanently with X-rays. Charles W., aged 10, was brought to me about a month ago by his mother, who complained that his neck could not be washed clean. The condition had been first noticed about two years ago, when his neck and the inner surfaces of the thighs became rough. The condition was treated as eczema, and the roughness disappeared, leaving behind it pigmentation; presently the pigmentation faded and the roughness reappeared. Then the roughness disappeared spontaneously, and was followed, as before, by pigmentation. This sequence has taken place several times, and each time the condition has become more marked. Last spring the eruption appeared on the back3 of the hands, and the mother remembers that in this situation its onset was associated with some vesicles containing clear fluid; she is quite sure that this phenomenon did not occur elsewhere. The eruption has only given trouble subjectively when more than usually violent attempts have been made to wash his neck. Unfortunately, the condition has not escaped the notice of his schoolmates, and the boy is becoming sensitive about it.
Congenital Hairy
On examination.
-The face appears to be unaffected. On both sides of the neck, and, to a less extent, directly in front and behind, there is an eruption consisting of warty papules entirely irregular in size and form, but not exceeding 3 mm. in diameter, and nowhere confluent, being separated from one another by the natural markings of the skin. Associated with these warts, but not entirely corresponding either with them or with the spaces between them, is a brownish-black pigmentation. Over the sternal notch there are three or four pigmented spots, not associated with warts. On the forearms the eruption exists in an attenuated form. The backs of both hands and of the two proximal phalanges of all the fingers are densely covered with the eruption, and on the dorsal aspect of the proximal phalanx of the fifth finger of the right hand is the largest lesion which has been observed, and its appearance strongly suggests an early cutaneous horn, being a dome-shaped papule surmounted by a truncated cone of laminated horny material. On the palms of the hands and the soles of the feet, when first examined, were numerous lesions consisting of minute, pitted depressions which, but for their manner of distribution, which was irregular, faintly suggested porokeratosis punctata. At the present moment the sites of these punctate depressions are filled with horny material, and they now resemble multiple, very small, plantar warts.
On the inner surfaces of the thighs is a condition resembling that on the neck, but it is not so pigmented.
